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 N 001 1200-8-6 Initial Comments

This Rule  is not met as evidenced by:

 N 001

An investigation of complaints #34820 and 

#34911 was conducted at Donelson Place Care 

and Rehabilitation Center on November 4, 5, 6, 

13, 24, 25, 13, 24, 25, and December 1, 2014.  

No deficencies were cited related to complaints 

#34820 and #34911 under Chapter 1200-08-06, 

Standards for Nursing Homes.
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